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ABSTRACT
Diabetes mellitus (DM) is a disorder of the endocrine 
system that affects virtually every system of the human 
body. The Centers for Disease Control and Prevention (CDC) 
estimates there are over 16 million persons with diabetes 
in the United States alone. Hyperglycemia, which is 
sustained over a long period of time, can lead to heart 
disease, nephropathy, neuropathy, and blindness. To avoid 
hyperglycemia and its associated ramifications, several 
self-care activities and life-style changes are necessary.
Depression is present in 8-32% of people who have 
diabetes. Poor glycemic control is often the result when 
depression and diabetes are concurrently present in the 
same individual. The purpose of this study was to examine 
the possible correlation between self-care activities 
necessary to avoid the long-term effects of hyperglycemia, 
depression, and coping in persons with diabetes.
Sixty-six persons with diabetes participated in the 
study. They completed a survey of diabetes-related self- 
care activities, a Beck Depression Inventory, and a Self-
IX
Xcare Management Process-Guarding, Self Subscale. Results 
were reported following statistical examination of each of 
the instruments. Possible correlations, along with their 
importance to persons with diabetes, were examined but 
found not to be significantly related.
CHAPTER I
INTRODUCTION
Diabetes mellitus (DM) is a disorder of the endocrine 
system. It is a chronic condition that effects virtually 
every system of the human body. Hyperglycemia which is 
sustained over a long period of time can lead to heart 
disease, nephropathy, neuropathy, and blindness (American 
Diabetes Association, 1998; Harris, 1995). Strict 
maintainence of serum glycemic levels within normal ranges 
is required to avoid these long-term effects (Reichard,
1998; Zimmer, 1998). However, maintenance of this tight 
control is not accomplished without the risk of 
hypoglycemia. The manifestations of these risks include the 
possibility of convulsions, coma, and death if left 
untreated (Cryer & Frier, 1997).
To attain tight glycemic control, a person with 
diabetes must perform many self-care behaviors. According to 
the National Center for Chronic Disease Prevention and 
Health Promotion (1997) and other authors (Franz, 1991;
Franz & Norstrom, 1991; Joynes & Mullen, 1991), these
1
2
behaviors include regulation of carbohydrate intake, regular 
exercise, self-monitoring of blood glucose levels, and, in 
most cases, either the ingestion of oral glucose lowering 
medications or the injection of insulin. In some cases, the 
person with diabetes may need to ingest the oral agents and 
inject the insulin as well (Fertig, Simmons, & Martin,
1995).
Diabetes is defined by the American Diabetes 
Association (1998) as "a group of metabolic diseases 
characterized by hyperglycemia resulting from defects in 
insulin secretion, insulin action, or both" (p. 2). There 
are three basic types of diabetes meiiitus. Type 1 is 
thought to result from an autoimmune destruction of the 
insulin producing beta cells of the pancreas. This theory 
proposes that a viral infection brings the autoimmune 
destruction about(Mandrup-Poulsen & Nerup, 1990, pp.6-7). 
Type 2 diabetes meiiitus is characterized by cellular 
resistance to insulin p.l us varying amounts of insulin 
deficiency. This type of diabetes has a strong link with 
obesity and/or an increased percentage of body fat in the 
abdominal region of the body (American Diabetes Association, 
1993; Bjorntorp, 1997). The third basic type of diabetes,
gestational diabetes mellitus, is diabetes that is diagnosed 
during the course of a pregnancy (American Diabetes 
Association, 1998; Carr & Gabbe, 1998) and will not be 
included in this study.
Depression is defined as "a period of at least two 
weeks during which there is either depressed mood or the 
loss of interest or pleasure in nearly all activities" 
(American Psychiatric Association, 1994, p. 320). In 
addition to this definition, the person with depression 
experiences at least four additional symptoms as designated 
by the American Psychiatric Association. Some of these 
svmntoms rnav includs £ rhanno in annpf i fp nr <31 ppn naffprns, 
feelings of worthlessness or guilt, difficulty 
concentrating, decreased energy, or recurrent thoughts of 
death or suicide.
Significance of the Study
It is estimated that depression is present in 8 - 32% 
of people who have diabetes. It can be a serious.- disabling, 
and even life threatening disease. Studies have shown 
depression is often associated with poor glycemic control in 
patients with diabetes (de Groot, Jacobson, & Samson, 1994; 
Goodnick, Henry, & Buki, 1995; Goodnick, Kumar, Henry, Buki, 
& Goldberg, 1997; Jacobson, 1993; Karlson & Agardh, 1997;
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Lamberg, 1996; Lilliker, 1980; Lloyd, Matthews, Wing, & 
Orchard, 1992; Lustman, Amado, & Wetzel, 1983; Lustman, 
Griffith, Clouse, & Cryer, 1986; Lustman, Griffith,
Freedland, & Clouse 1997; Robinson, Fuller, & Edmeades,
1988; Wing, Marcus, Blair, Epstein, & Burton, 1990). Poor 
glycemic control is associated with micro- and macro- 
vascular damage which can result in neuropathy, kidney 
disease, heart disease, and blindness.
As in any chronic medical condition, quality of life 
issues also need to be considered. While Falvo (1991) stated 
that quality of life is subjective in nature and possesses 
no universal meaning, she went on to say it may be viewed in 
general as "optimal functioning at the highest level of 
independence" and that "only the individual can determine 
the personal meaning of quality of life" (p. 2). Dimond (as 
cited by Sidell, 1997) spoke of chronic illness as 
"affecting the individual's and family members' quality of 
life" (p. 6). Sidell (1997) also cited Miller as stating 
that "symptoms of chronic illness interfere with many normal 
activities and routines" (p.6). Furthermore, Falvo (1991) 
stated that "chronic illness or disability requires a number 
of changes that cause stress by potentially threatening the 
individual's accustomed role and level of functioning" (p.
5
2). Clearly, the potential lifestyle changes involved with 
any chronic illness, and specifically diabetes, could have 
an effect on the quality of life of the person so afflicted.
These altered quality of life issues may explain the 
prevalence of depression in persons with diabetes. This area 
has gained more recent attention and seeks to highlight the 
possible link between general medical illnesses and 
depression. The possibility that the many self-care 
activities necessary for the management of diabetes 
negatively alters the person's quality of life and thus 
predisposes the diabetic to a situational depression has 
been examined and found to be worthy of further study 
(Goodnick, et al, 1995; Jacobson, 1993; Lustman, Griffith, 
Gavard, & Clouse, 1992; Peyrot & Rubin, 1997; Robinson, et 
al, 1988) .
Purpose of the Study
The purpose of the study was to investigate depression 
in persons with diabetes. Self-care actions and a coping 
behavior identified as self-guarding (Jones, 1990) were also 
studied. The population of focus consisted of adults with 
diabetes who were attendees at support groups for diabetic 
persons in two urban areas in the Midwest. Although the
6support groups met in these urban centers, some of the 
attendees resided in the surrounding rural areas.
Research Questions
The research questions in this study were as follows:
(a) what self-care actions do a group of persons with 
diabetes practice, (b) what are the levels of depression 
within this group, (c) what is the experience of living with 
a chronic illness and what influence does it have on the 
daily lives of this same group as measured by self-guarding, 
and (d) what is the relationship between diabetes, self-care 
actions, and coping as defined by self-guarding behavior?
CHAPTER II
REVIEW OF LITERATURE
It is believed by many experts that some of the 
endocrine abnormalities which accompany diabetes are the 
same abnormalities that place a person at risk for 
developing depression (Jacobson, 1993; Lustman & Gavard, 
1995; Rihmer & Arato, 1982) . In fact, one study of 114 
outpatient clinic diabetic clients found that 71% had a 
lifetime history of at least one psychiatric disorder 
(Lustman, et al, 1986). More specifically, 32.5% had a 
lifetime history of depression. This compares to a lifetime 
depression rate of about 5 - 10% for the general population 
(Goodnick, et al, 1995; Kind & Sorenson, 1995; Lustman, 
Griffith, & Clouse, 1988; Lustman, et al, 1992).
Hypothalamic-Pituitary Axis
In the last several years, investigators have suggested 
that the proposed link between depression and diabetes may 
be chemically hormonal in nature (Jacobson, 1993; Rihmer & 
Arato, 1982). It is thought that there are striking 
similarities in the abnormalities between the hypothalamic-
8pituitary axis which exists in both depression and diabetes. 
This axis is defined as a negative feedback network of the 
hypothalamus, pituitary, and adrenal glands which is 
responsible for the regulation of the body's hormonal 
activities (Anderson, 1998). When the body is under stress, 
this axis allows for increased levels of cortisol to be 
circulated. Cortisol levels are higher in people with 
depression and people with diabetes mellitus (Cameron, 
Kronfol, Greden, & Carroll, 1984; Chrousos, 1995). While 
this similarity is interesting, this potential endocrine 
system link remains debatable and is in need of further 
investigation.
Currently, there is a "which comes first" debate about 
diabetes and depression (Greenway, Pack, & Greenway, 1995; 
Lustman, et al, 1986; Robinson, et al, 1988). Some believe 
the same endocrine abnormalities that are precursors to 
diabetes are also precursors to depression (Cameron, et al, 
1984; Jacobson, 1993; Lustman, et al, 1988; Rinmer & Arato, 
1982). These researchers refer to the increased cortisol 
levels found in both depression and diabetes. Popkin, 
Callies, Lentz, Colon, and Sutherland (1988) raised the 
possibility that major depression in their study sample may 
have been a result of "subtle changes in the vasculature of
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diabetes are also precursors to depression (Cameron, et al, 
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1982). These researchers refer to the increased cortisol 
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Callies, Lentz, Colon, and Sutherland (1988) raised the 
possibility that major depression in their study sample may 
have been a result of "subtle changes in the vasculature of
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these patients' central nervous system" (p. 67) which is 
secondary to the long-term affects of diabetes. Other 
researchers (Lustman, et al, 1992) stated the following: 
Depression in diabetes is a prevalent and chronic 
condition. The etiology is unknown but is probably 
complex; and biological, genetic, and psychological 
factors remain as potential contributors. Several 
neuroendocrine and neurotransmitter abnormalities 
common to both depression and diabetes have been 
identified, adding to etiological speculations, (p. 
1637)
Impact of Life-style Changes 
Other researchers choose to focus on the life-style 
changes which are necessary for the person with diabetes to 
achieve adequate glycemic control and the influence these 
changes may have on a person's quality of life. It is 
believed these changes, along with the physiological effects 
of either hypo- or hyperglycemia, are the causes of 
depression in the diabetic population. Gavard, Lustman, and 
Clouse (1993) stated that "evidence does not exist for the 
biological plausibility of an association of depressions 
with diabetes" (p. 1177). They also stated that "an 
increased risk of psychiatric disorder accompanies the
1 1
presence of a medical illness" (p. 1167). If the cause is 
not biological it seems some other cause must be present.
Several researchers have found a strong link between 
diabetes, associated quality of life issues, and the 
presence of depression. Karlson and Agardh (1997) found that 
the degree of depression in their 155 diabetic study 
subjects was unrelated to the severity of their diabetes, 
but was related to the "perceived daily burden of living 
with the disease" (p. 1066). Lustman and associates (1983) 
cited "the degree of disruption of social and domestic life 
due to the metabolic effects of diabetes" (p. 6 8) as a 
possible contributing factor to depression in diabetic 
persons. Additionally, Palinkas, Barrett-Connor, and Wingard 
(1991) asserted that depressive symptoms in persons with 
Type 2 diabetes appear to be the result of "psychosocial 
stress associated with increasing age, poor physical health, 
and the disease label" (p. 538). Finally, Peyrot and Rubin 
(1997) stated that complications related to diabetes 
"decrease physical quality of life, which is associated with 
higher risk of psychological disturbance" (p. 585).
Lustman, Clouse, and Carney (1988) cited a study done 
by Turkington in which all 59 diabetic patients seen at one 
urban clinic for complaints of diabetic neuropathy were
"substantially depressed as judged by both psychiatric 
interviews and psychometric tests" (p. 296). Furthermore, 
tricyclic antidepressant therapy resulted in remission of 
both depressive and neuropathic symptoms in all 59 patients. 
The assertion of the researchers is that the symptom of 
neuropathy was a prime contributing factor to the depressive 
symptoms. However, a ca could be made in the reverse 
direction; that the neuropathy was o symptom of the 
depression itself.
Prevalence of Dep ession: General Population vs. Diabetics
Prevalence of depression in the general U.S. population 
is approximately 5 - 10% as compared to approximately 10% in 
ambulatory primary care patients (Goodnick, et al, 1995; 
Lustman, et al, 1988; Lustman et al, 1992). Several studies 
have been done in recent years to determine the prevalence 
of depression in the adult diabetic population, with results 
ranging from 8.5 to 32.4 % (Gavard, et al, 1993; Goodnick et 
al, 1995; Lustman, et al, 1988; Lustman et al, 1992;
Lustman, et al, 1986).
The disparity in the reported depression prevalence 
rates may be attributed to the use of a wide variety of 
instruments to measure the prevalence of depression. These 
instruments include the Center for Epidemiological Studies
13
Depression Scale, the Zung Self-Rating Depression Scale, the 
National Institute of Mental Health Diagnostic Interview 
Schedule-Version Three, and the Beck Depression Inventory.
The latest published article available that addresses 
both depression and a diabetic population supports the use 
of the Beck Depression Inventory (BDI) for the screening of 
depression in persons with diabetes (Lustman, Clouse, 
Griffith, Carney, & Freedland, 1997). Several other 
citations support the reliability and validity of the BDI as 
a measurement tool both for assessing depression in the 
general population and in persons with medical conditions 
(Byerly & Carlson, 1982; Gallagher, Nies, & Thompson, 1982; 
Piotrowski, 1996; Robinson & Kelley, 1996; Santor, Ramsey, & 
Zuroff, 1994; Stewart, Blashfield, Hale, Moore, May, &
Marks, 1991).
However, one study group (Kearns, Cruickshank,
McGuigan, Riley, Shaw, & Snaith, 1982) stated that the BDI 
"should be abandoned in research" (p. 45). This groups' 
reasoning was that the BDI is "difficult for many patients 
to complete and expensive in terms of researcher's time" (p. 
48). It is interesting to note that in several studies which 
assessed other depression rating tools, the BDI was the 
instrument to which the other tools were compared (Burkhart,
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Gynther, & Fromuth, 1980; Carroll, Feinberg, Smouse, Rawson, 
& Greden, 1981; Collins, Kumar, Treadwell, & Leach, 1997; 
Joseph & Lewis, 1998).
Coping
Coping was defined by Lazarus and Folkman (as cited by 
Sherman, 1991, p.472) as the "constantly changing cognitive 
and behavior efforts to manage specific external and/or 
internal demands that are appraised as taxing or exceeding 
the resources of the person." Sherman went on to say that 
"coping is described in terms of what people think and what 
they do to make things better and as a process that changes 
over time" (p.472).
According to Oakland and Ostell (1996), "coping 
behavior comprises a hugely diverse number of cognitive 
and/or behavioral activities and researchers are thus faced 
with numerous options for conceptualizing and measuring 
coping" (p.133). One method of measuring coping is through 
the use of the concept of guarding.
Guarding was identified as an important self-care 
action utilized by persons with chronic illnesses by Jones 
and Preuett (as cited by Jones, 1990). It was defined by 
Jones as "maintaining vigilance over self, the illness, the 
treatment regimen, the delivery of care, and important
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relationships" (p. 63). She went on to state that the use or 
non-use of guarding behaviors are linked to health outcomes 
in persons with chronic illnesses.
Jones (1990) identified two types of guarding, self and 
social. The concept of self-guarding was defined as 
"attempts to protect oneself, check on the progress of the 
illness, and exert control over the treatment regimen and 
delivery of care" (p .64) . Social guarding focused on 
attempts of an individual to protect their social network, 
such as family and friends, from the negative aspects of the 
chronic illness. Although social guarding is an interesting 
and important concept, it did not appear to possess the 
exact intended focus of this particular study while the 
concept of self-guarding did appear to fit the criteria for 
this thesis project.
The subjects in this study were members of support 
groups. Participation in support groups may be a method of 
coping for persons with diabetes ("Depression is", 1996; 
Kasper, 1998; "Living with", 1997; Miller, 1997; Susman & 
Helseth, 1997). The motivation for attending meetings may 
come from many sources. Perhaps the person feels overwhelmed 
by their chronic illness and is seeking information and/or 
moral support. Conversely, the person may feel they have
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mastered the many self-care behaviors necessary for 
successfully living with diabetes. In either case, their 
emotional status could have an effect on the possibility of 
their developing depression ("Depression is", Susman & 
Helseth, 1997).
Gap
Currently, there is increasing evidence that persons 
with diabetes are at increased risk for developing 
depression (Goodnick, et al, 1995; Jacobson, 1993; Lustman, 
et al, 1952; Peyrot & Rubin, 1997; Robinson, et al, 1988).
It is also known there exists a high demand for self-care 
activities by persons with diabetes, both for a day-to-day 
sense of well-being and for long-term positive outcomes 
related to glycemic control (Franz, 1991; Franz & Norstrom, 
1991; Joynes & Mullen, 1991). Furthermore, it has been 
demonstrated that self-guarding is a method persons utilize 
to cope with chronic illnesses (Jones, 1990). However, there 
exists a gap in knowledge about how depression, the number 
of self-care actions, and coping are related in persons with 
diabetes who attend support groups.
CHAPTER III
METHOD
Purpose
The purpose of this study was to examine the existing 
gap in research related to the knowledge about how 
depression, the number of self-care actions, and coping are 
related in persons with diabetes who attend support groups. 
The occurence of depressive symptoms was estimated utilizing 
the Beck Depression Inventory; self-care actions were 
tallied; and coping behavior was described utilizing the 
self subscale of the self-care management process - guarding 
(SCMP-G) assessment tool.
Population
The target population for this study was adults with 
either Type 1 or Type 2 diabetes. Diabetes was defined as 
either Type 1 or Type 2 diabetes as stated by the 
participants. Participants were adults, 18 years and older.
Sample
Sixty-six adult members of diabetes support groups 
participated in this study. Most participants stated on the
17
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questionnaire that they were either Type 1 (n=ll) or Type 2 
(n=48) diabetics, although four stated they didn't know what 
type of diabetes they had and three participants did not 
answer the question.
A non-probability convenience sample was gathered by 
requesting the participation of each member of two support 
groups until 66 subjects were obtained. This constituted a 
non-random sample. The total number of persons with diabetes 
asked to participate was approximately 75.
A diabetes support group denotes a voluntary gathering 
of persons who define themselves as having diabetes. 
Significant others of persons with diabetes also attend. The 
purpose of these gatherings is socialization, moral support, 
and occasionally educational offerings from speakers 
knowledgeable in the area of diabetes. In this study, the 
support groups met in one of two urban areas that serve a 
two state area of the upper Red River Valley. This area 
includes one small and one medium size city which are 
separated by approximately 150 miles, many smaller towns, 
and a large rural agricultural community.
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Limitations
Not knowing the participants' intrinsic motivation for 
attendance at the support group may be a limiting factor of 
this study. Additionally, the participants' understanding 
and memory of their hemoglobin Ale levels (HbAlc) could also 
have a possible impact on this study. It is possible to 
confuse HbAlc levels with the more commonly monitored serum 
glucose levels if a firm understanding of what the 
difference between them is.
There may be differences that exist between persons 
with Type 1 and Type 2 diabetes. Since the basic causes of 
Type 1 and Type 2 diabetes are different (American Diabetes 
Association, 1993; Bjorntorp, 1997; Mandrup-Poulsen & Nerup, 
1990), there may be factors that researchers and 
practitioners are yet unaware of that further delineate the 
two types, such as feelings of guilt in regards to 
contracting this chronic disease (Grunberger, 1997;
Jaconson, 1996). These potential differences may also be a 
limiting factor of this study.
Design
The design of this study was non-experimental,
correlational, and cross-sectional.
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Procedures
Data collection was performed through the 
administration of three self-report questionnaires. The 
first questionnaire sought biographical information about 
the participant with diabetes such as age and gender, plus 
information regarding diabetes related self-care behaviors 
such as frequency of self blood glucose monitoring. The 
second questionnaire was the Beck Depression Inventory. This 
was followed by the self-subscale of the Self-care 
Management Process-Guarding questionnaire which was 
originally developed by Jones (1990).
A cover letter (Appendix A) explained the purpose of 
the study plus the participants' rights and was attached to 
the front of the questionnaire. Support group members who 
wished to participate filled out the questionnaires either 
at the beginning or the end of the meetings. The materials 
were immediately collected on-site by the researcher or by 
leaders of the support group at remote sites who were linked 
to one of the meetings by video. In the second case, the 
materials were sent back to the base site of the meeting via 
a messenger service, collected into an envelope, and mailed
to the researcher.
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Following completion of the questionnaires, an 
educational packet was distributed to each participant. 
Included within this packet was a letter of thanks, a list 
of sources for further information or referral, and 
information concerning feelings that may occur in persons 
with diabetes. A small gift of a pencil was also included. 
This packet was offered to all support group members 
irregardless of their participation in the study. The packet 
is attached in Appendices B and C. The information 
concerning feelings is not included due to copyright a 
copyright agreement.
Protection of Participants
The risks to the subjects who agreed to participate in 
this study were minimal but may have included a potential 
invasion of privacy or breech of confidentiality and 
feelings of anxiety after participating in the survey. The 
potential benefits of a better understanding of the 
potential existence of a correlation between diabetes and 
depression in this diabetic population may out-weigh the 
potential risks.
Protection of the participants' human rights was
promoted by obtaining approval to conduct the study from the
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Institutional Review Board for the University where the 
researcher was a Graduate Nursing Student. Anonymity and 
confidentiality was maintained at all times. All materials 
pertaining to the questionnaires were kept in a locked file 
cabinet accessible only to the researcher.
Instrumentation
Three self-report instruments were utilized to gather 
data for this study. The first instrument, a self-care 
practices questionnaire, was a one page document that sought 
information on biographical data such as age and gender plus 
information on performance of self-care behaviors such as 
exercise and routine ADA recommended examinations. Secondly, 
the 21 item Beck Depression Inventory (BDI), which sought 
information on the subject's feelings and depressive 
symptoms, such as change in appetite, was included. Lastly, 
the 20 statement Self-care Management Process - Guarding, 
Self Subscale (SCMP-G), which inquired about participants' 
attitudes towards the impact of self-care activities 
necessitated by the presence of their chronic illness,
diabetes, was utilized.
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Self-care Practices Instrument
The first instrument included in the data gathering 
packet was a one page document that sought information on 
biographical data and on performance of self-care behaviors. 
A total of 27 questions were included which were based on 
the American Diabetes Association's recommended schedule of 
self-care activities and screening tests for potential 
complications of diabetes. Most of the questions sought a 
"yes" or "no" answer but a few requested more specific data 
such as "what was your last Hemoglobin Ale (HbAlc)." Scoring 
on this and all instruments was accomplished via the use of 
the SPSS computer software proqram. A number was assigned to 
each response and was entered into the program. See Appendix 
D.
Beck Depression Inventory
The Beck Depression Inventory consisted of 21 items 
which sought information on the participants' feelings and 
depressive symptoms such as change in appetite, feelings of 
guilt, suicidal thoughts, and interest in sex. Each item 
contained four statements from which the subject could 
choose their response. During scoring of the BDI, each 
statement was assigned a value of from 0 to 3. When these 
values were totaled, they were placed within the one of the
24
four categories recommended by the developers of the tool 
(Beck & Steer, 1993, p.6). These categories ranged from 
"minimal" to "severe." Cutpoints were as follows: (a) 
minimal, 0-9; (b) mild, 10-16; (c) moderate, 17-29; and (d)
severe, 30-63. The categories were then collapsed into two 
groups. Group one was labeled as "low" and consisted of the 
minimal and mild categories as defined by Beck and Steer 
(1993) . Group two was labeled as "high" and consisted of the 
moderate and severe categories as defined by Beck and Steer 
(1993). A copy of this instrument is not included due to a 
copyright agreement.
Reliability. The internal consistency of the BDI is .86 
based on Cronbach's Coefficient Alpha (Beck & Steer, 1993). 
The test-retest stability ranges from ".48 to .86 for 
psychiatric patients and .60 to .90 for nonpsychiatric 
patients" (Beck & Steer, 1993, p. 13) using Pearson's r 
correlation. Lightfoot and Oliver (as cited by Beck & Steer, 
1993) reported a correlation of .90 in a study that spanned 
a two-week time period with a group of 204 "nonpatients". 
Scores should not necessarily be stable because patients 
would be expected to show variations "in depression from 
both the effect of therapeutic interventions and the passage
of time" (Beck & Steer, 1993, p. 13).
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Construct validity. Content validity of the BDI meets 
only six of the nine American Psychiatric Association's 
Diagnostic and Statistical Manual on Mental Disorders, 3rd 
edition (DSM-III) criteria. Two of the criteria were not 
fully addressed, appetite and sleep variation. Agitation is 
ignored totally (Beck & Steer, 1993). The developers of the 
BDI stated this was done intentionally (p. 14).
Discriminate or predictive validity can be assessed for 
different populations by utilizing subscale scores according 
to Beck and Steer (1993). For example, the sum of the first 
13 items on the survey creates a "cognitive-affective 
subscale" that has been reported as valid for predicting 
depression in medical patients (Cavanaugh, Clark, & Gibbons, 
1983; Plumb & Holland, 1977; as cited by Beck and Steer, 
1993). According to these authors, a score greater than 10 
on the cognitive-affective subscale is a good indicator of 
moderate depression.
Concurrent validity was reported by Beck and Steer 
(1993) as having a "mean correlation of .72 for psychiatric 
patients" and ".60 for nonpsychiatric patients" (p.17) 
between clinical ratings of depression and BDI scores.
Based on previously cited literature, it was decided 
that the Beck Depression Inventory is the appropriate
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depression assessment tool to utilize for this study. For 
the purpose of this study, depression was defined as a score 
of moderate or above on the Beck Depression Inventory.
Self-care Management. Process - Guarding, Self Subscale
The self subscale of the SCMP-G consisted of 20 
statements that sought to determine the participant's manner 
of dealing with their chronic illness. These statements 
centered on self-protection, checking on the progress of the 
chronic illness, and exerting control over the treatment 
regimen. The response format was a five point Likert-type 
scale with the response of "1" signifying that the subject 
"strongly disagreed" with the statement and "5" signifying 
that the subject "strongly agreed" with the statement. There 
were four statements that were stated negatively and thus 
were scored in reverse order. These statements were numbers 
5,6,7, and 14. See Appendix E.
Reliability. The internal consistency of the SCMP-G, 
self subscale, was reported as having an Alpha coefficient 
of .78. Jones (1990) stated that additional research was 
needed to establish the test-retest reliability of this 
particular instrument.
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Construct validity. As was the case in discussing test- 
retest reliability of the SCMP-G, self subscale, the author 
stated that additional research was needed to establish the 
construct validity (Jones, 1990). No further published work 
on this instrument was found.
The self-care management process - guarding (SCMP-G) 
assessment tool developed by Jones (1990) possessed two 
subscales. One focused on social guarding, while the other 
focused on self-guarding. This second subscale was utilized 
to assess the perceived effects living with diabetes had on 
the day to day lives of the study participants.
Data Analysis
Prevalence is a term which defines the number of cases 
of a disease that are present in a specific group of people 
at a certain time. In the case of this study, the 
prevalence, or more specifically, the occurence of 
depressive symptoms in the adult attendees of diabetic 
support groups was studied.
Self-care behaviors were also examined in regards to 
which behaviors were practiced and, in some cases, at what 
frequency. The relationship between these behaviors and
depression was studied.
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Construct validity. As was the case in discussing test- 
retest reliability of the SCMP-G, self subscale, the author 
stated that additional research was needed to establish the 
construct validity (Jones, 1990). No further published work 
on this instrument was found.
The self-care management process - guarding (SCMP-G) 
assessment tool developed by Jones (1990) possessed two 
subscales. One focused on social guarding, while the other 
focused on self-guarding. This second subscale was utilized 
to assess the perceived effects living with diabetes had on 
the day to day lives of the study participants.
Data Analysis
Prevalence is a term which defines the number of cases 
of a disease that are present in a specific group of people 
at a certain time. In the case of this study, the 
prevalence, or more specifically, the occurence of 
depressive symptoms in the adult attendees of diabetic 
support groups was studied.
Self-care behaviors were also examined in regards to 
which behaviors were practiced and, in some cases, at what 
frequency. The relationship between these behaviors and 
depression was studied.
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Item responses to self-care activities, the BDI, and 
the SCMP-G, self subscale, were described using mean, 
standard deviation, and corrected item-total correlations. 
Frequency distributions were utilized to describe total 
scores. Cronbach's alpha was used to estimate the internal 
consistency reliability within the BDI and the SCMP-G, self 
subscale. The occurence of depressive symptoms was shown 
using outpoints published by the authors of the instrument. 
Pearson correlations, Chi square tests, and scatterplots 
were used for evaluating relationships among self-care 
activities, depression, and self-guarding as measured by the
SCMP-G, self subscale.
CHAPTER IV
RESULTS
Data Management
After surveys from all sites were collected, they were 
individually reviewed. This enabled the investigator to get 
an over-all feeling for possible information contained on 
the questionnaires.
The data was then entered into a computer using the 
SPSS data entry routine. Assistance was received during this 
data entry process from a person experienced with SPSS 
software.
Frequencies were checked for out of range values. 
Approximately half a dozen out-of-range values were found. 
These values were then checked against the raw data sheets 
and corrections were made as necessary.
Sample Profile
The original sample size included 67 participants from 
two support groups. The larger of these support groups 
consisted of rural participants who were linked to the 
meeting via video conferencing as well as on-site
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participants. One participant's responses were discarded due 
to age (10 years old) which brought the study's sample size 
to 66 participants (n=66).
About one-half of the sample consisted of women. The 
mean age of the participants was approximately 63 years old. 
The group also included very few smokers, only 6%.
When questioned in regards to frequency of self testing 
of blood sugar levels, 3% of participants (n=2) stated they 
never did so, while 14.5% (n=9) stated they self tested five 
or more times a day. The most frequently reported number of 
times per day self testing was performed was one to two, 
with 40% of participants (n=25) stating this frequency.
Seventy-three percent of the participants stated that 
they had Type 2 diabetes. Only 30% stated that they used 
insulin as part of their diabetes care habits, while 61% 
stated that they used oral hypoglycemic agents. Of the 57 
participants who answered the question regarding how long 
they have had diabetes, the mean duration was 10.35 years 
and the range was from a low of one year (12%) to a high of 
54 years (2%).
It was interesting to note that only 19 participants 
knew what their HbAlc levels were. The mean level was 6.87, 
but the lowest level reported was 5.1 and the highest was
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12.98. However, 51 participants reported having their levels 
checked periodically with a mean frequency of every 11.45 
weeks reported. More detailed information regarding HbAlc's 
and all sample information is contained in Tables 1 and 2.
Self-Care Activities
Table 3 lists self-care activities reported by study 
participants. These activities are listed in order of 
highest to lowest frequency.
The most frequently practiced home self-care activities 
were the daily self-inspection of feet (67%) and exercising 
three or more times a week (59%). The least practiced home 
self-care activities were seeking and following the advice 
of a dietitian (33 & 46%).
During visits to their health care practitioners, the 
most frequently practiced self-care activities were blood 
pressure checks (96%) and an annual dilated eye examination 
(74%). Upon examination of the data it was ascertained that 
an annual foot exam with microfilaments was only done 24% of 
the time and an annual definition of treatment goals was 
only done 18% of the time.
To make comparisons between the three variables of this 
study, the frequencies participants reported engaging in
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Table 1
Characteristics of Participants - I
Characteristic n %
Gender
Women 33 50
Men 28 42
No response 5 8
Smokers
Yes 4 6
No 46 70
No response 16 24
Type of Diabetes
Type 1 11 16
Type 2 48 73
Don't know 4 6
No response 3 5
Use Insulin
Yes 20 30
No 42 64
No response 4 6
Oral Hypoglycemics
Yes 37 61
No 21 32
No response 5 7
Note. Percents are based on n = 66.
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Characteristics of Participants - II
Table 2
Characteristic n Mean SD
Age 61 62.92 12.83
Duration of Diabetes 57 10.35 12.04
HbAlc 19 6.87 1.26
Frequency (weeks) of HbAlc 51 11.45 10.70
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Self-care Activities
Table 3
Self-care Activity n %
B/P checked each visit 63 96
Dilated eye exam annually 49 74
Inspect feet daily 42 67
Exercise > 3 times / week 39 59
Flu vaccination annually 39 59
Medication for B/P 38 58
ASA daily, > 40 years old 34 52
Urine microalbumin annually 31 47
Lipid panel annually 31 47
Follow advice of dietician 30 46
Physician inspect feet each visit 29 44
Seek advice of dietician annually 22 33
Medication to protect kidneys 16 24
Microfilament foot exam annually 16 24
Goals of care defined annually 12 18
Note. Number of participants who reported engaging in each 
care activity is given by n. Percents are based on sample 
size of 66.
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self-care behaviors was divided into high and low groups. 
The cut-point used was arbitrarily set at the 75th 
percentile.
Depression
Item Responses
Table 4 lists means, standard deviations, and corrected 
item-total correlations for the BDI items. The items are 
listed from highest to lowest mean scores. Tiredness and 
altered interest in sex proved to have the highest mean 
scores (.94 & .85) while appetite, weight loss, and suicidal 
thoughts had the lowest (.18, .17, & .12, respectively).
Self-disappointment possessed the highest corrected 
item-total correlation (.84) followed by a feeling of being 
worse than others (.80). This was interesting as these two 
things appear related. If a person feels they are a worse 
person than other people in general they would also probably 
feel disappointed in themselves. These items follow one 
another on the BDI questionnaire. However, the item related 
to feelings of failure had a corrected item-total 
correlation of only .47. It might stand to reason if people 
another on the BDI questionnaire. However, the item related 
to feelings of failure had a corrected item-total
correlation of only .47. It might stand to reason if people
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Table 4
Beck Depression Inventory Item Information
Item n Mean SD r
17. Tiredness 61 . 94 . 62 .49
21. Interest in sex 57 .85 1.00 . 17
15. Ability to work 60 .79 .73 .59
16. Sleep 61 .79 .82 .28oC\1 Health worries 61 .54 . 67 .30
4 . Satisfaction 62 .45 .64 .40
13. Decision making 62 .44 .71 .76
11. Irritation 59 .40 .63 .55
3. Feelings of failure 62 .37 .77 .47
14 . Unattractiveness 61 .36 .77 .55
8 . Worse than others 62 .34 .60 .80
10. Crying 59 .34 .73 . 65
2. Discouragement 62 .32 .59 .56
7 . Self disappointment 61 .30 . 60 .84
1. Sadness 63 .29 .46 .59
6. Being punished 61 .27 .70 .51
12 . Interest in others 62 .27 .58 . 62
5. Guiltiness 61 .26 . 63 . 60
18 . Appetite 60 .18 .50 .19
19. Weight loss 36 . 17 .51 .06
9. Suicidal thoughts 61 . 12 .32 .57
Note. Corrected item total correlations are given by r. 
Estimate of internal consistency reliability (Cronbach's 
alpha), based on 28 cases with complete data, was .88.
Items are scored from 0 - 3 .
38
were disappointed in themselves they may also feel like a 
failure. This was not born out in this group of surveys.
The BDI contains several items which are somatic in 
nature. These items relate to tiredness, appetite, weight 
loss, and general health worries. Of these items, tiredness 
had the highest corrected item correlation at .49. General 
health worries followed at .30, with appetite and weight 
loss having the lowest item-total correlations at .19 and 
.06. While these are interesting findings, it was expected 
for them to be more significant for this population of 
persons with diabetes. The relatively low item-total 
correlations may reflect the high frequency with which these 
symptoms occur in clinical populations in general.
The first 13 questions contained on the BDI creates a 
"cognitive-affective subscale for estimating depression in 
persons whose vegetative and somatic symptoms might over­
estimate the severity of their depression" (Beck & Steer, 
1993, p. 14). While the researcher expected there to be a 
significant difference in the BDI scores on the cognitive 
subscale, this did not prove to be true. Eight participants 
had scores which place them in the moderate to high 
categories on the cognitive subscale while nine had scores
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which placed them in the same categories when considering 
the entire BDI score.
Scale Information
The estimate of internal consistency reliability for 
the BDI was a Cronbach's alpha of .88. Table 5 shows the 
frequency of BDI scores which could range from 0 to 63.
The score of highest frequency was zero; i.e., no 
depressive symptoms were reported. The highest score 
obtained on these BDI surveys was 33. For purposes of 
comparison to the other two variables of the study, a cut 
point score of 16 was utilized. This means that 
approximately 84% of the participants scored in the low 
group. This group included the minimal and mild groupings 
according to the developers of the instrument (Beck & Steer, 
1993, p.6). The remainder of the participants scored between 
18 and 33, which coincided with the moderate and severe 
groupings designated by the tool developers, criteria 
recommended in BDI manual (Besk & Steer, 1993).
Reanalysis utilizing the cognitive subscale was done 
which used a score greater than 10 to indicate a placement 
into the moderate or severe groupings. This score was the 
one recommended by the developers of the instrument (Beck & 
Steer, 1993, p. 15). Not much difference was seen between
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Table 5
Beck Depression Inventory - Score Frequencies
Score Frequency Cumulative %
0 7 12.1
1 2 15.5
2 6 25.9
3 3 31.0
4 6 41.4
5 2 44 . 8
6 5 53.4
7 3 58.6
8 3 63.8
10 2 67.2
11 2 70.7
12 1 72.4
13 2 75.9
14 2 79.3
15 2 82.8
16 1 84.5
18 1 86.2
19 2 89.7
24 1 91.4
27 1 93.1
29 2 96.6
31 1 98.3
33 1 100.0
Note. Scores with zero frequencies not listed. Scores 
greater than or equal to 18 were coded as depressed, using 
criterion recommended in BDI manual (Beck & Steer, 1993).
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the two groupings. The cross tabulations using the cognitive 
subscale can be viewed on Table 6.
This finding was not what was expected by the 
researcher. It was expected that participants would score 
more towards the moderate range due to the effects of living 
on a daily basis with diabetes. This was especially the 
expectation when the somatic based statements were removed.
Self-Guarding (Coping)
Item Responses
Table 7 lists means, standard deviations, and corrected 
item-total correlations for the SCMP-G, Self Subscale items. 
The items are listed from highest to lowest mean scores. The 
statements related to vigilance over health so it doesn't 
get worse and following a routine in order to lead a normal 
life had the highest mean scores (4.38 & 4.33). Questions 5 
and 14, which were two of the items that required reverse 
scoring, had the lowest mean scores of 2.61 and 2.45.
Interestingly, four of the five lowest mean scores were 
related to the reverse scored items. This may have been a 
problem with the questions themselves or the participants 
could have read them wrong.
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Cross Tabulations of BDI Cognitive Subscale, SCMP-G, & 
Self-care
Table 6
Hicjh
BDI Cog.
Low
SCMP-G
High
7.3% 
n=4
2 1 . 8 %
n=12
Low
7.3%
n=4
63.6%
n=35
High
BDI Cog.
Low
Self-care
High Low
5.1% 8.5%
n=3 n=5
33.9% 52.5%
n-20 n=31
Note. Percents are cell percents. x2 tests of association 
were nonsignificant (x2 = 1.98, p < .16 for BDI Cog. & 
SCMP-G; x2 = .009, p = <.93 for BDI Cog. & SC).
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SCMP-G, Self Subscale, Item Statistics
Table 7
Item Scoring n Mean SD r
20. Watch or get worse + 58 4.38 1.07 .80
16. Routine/normal life + 57 4.33 . 93 .61
2 . Must control + 58 4.31 1.10 . 6 6
8 . Change way I live + 57 4.25 . 91 .70
3. Careful life + 59 4.24 1.15 .65
10. Prevent problems + 56 4.16 1.06 .46
17 . Learning & control + 57 4.14 1.04 .76
11. Illness changing + 55 4.13 .88 .57
9. Follow treatment + 57 4.11 1.05 .72
18 . Changed to control + 57 4.05 . 99 .78
1. Can control + 57 4.02 1.14 . 63
13. Signs getting worse + 57 3.96 1.15 . 69
4 . Worry get worse + 57 3.70 1.44 .55
15. Think great deal + 55 3.60 1.38 .23
19. Revolves around + 57 3.42 1.24 .49
7 . Activities - 57 3.39 1.54 -.06
12 . Daily plans + 57 3.32 1.44 .27
6. Illness problems - 57 2.84 1.46 .10
5 . Plan activities - 57 2.61 1.51 .10
14 . No control illness 58 2.45 1.54 .30
Note. Corrected item total correlations are given by r. 
Estimate of internal consistency reliability (Cronbach's 
alpha) based on 44 cases with complete data was .86.
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The response to the statement "I must watch my health 
or it will get worst" possessed the highest corrected item 
correlation (.80). This was followed by "I have changed the 
way I live so that I can control my illness" with a 
correlation of .78. It would appear vigilance and life style 
changes are viewed as important aspects of self- 
care/guarding to this group of persons.
It also needs to be mentioned that all of the reverse 
scored items possessed the lowest corrected item total 
correlations at -.06, .10, .10, and .30. Clearly, something
prevented these particular questions from measuring self 
guarding accurately.
Scale Information
The estimate of internal consistency reliability for 
the SCMP-G, Self Subscale, was a Cronbach's alpha of .86. 
Table 8 shows the frequency of the SCMP-G scores which could 
range from 20 to 100. The score of highest frequency was 76. 
The higher the score, a degree of self-guarding is signified 
according the instrument developer (Jones, 1990). An 
arbitrary cut point of about 75 percentile was utilized for 
purposes of comparison with the other variables of the 
study. This meant that a score of 83 to 96 placed the
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Table 8
SCMP-G, Self Subscale, Response Frequencies
Score Frequency Cummulative %
21 1 1.7
27 1 3.4
39 2 6.8
47 1 8.5
52 1 10.2
58 1 11.9
61 1 13.6
62 2 16.9
63 1 18.6
65 2 22.0
70 1 23.7
71 1 25.4
72 1 27.1
73 3 32.2
74 1 33.9
75 3 39.0
76 5 47.5
77 2 50.8
78 3 55.9
79 1 57.6
80 3 62.7
81 1 64.4
82 3 69.5
83 4 76.3
84 3 81.4
86 3 86.4
87 2 89.8
88 1 91.5
90 1 93.2
94 2 96.6
96 2 100.0
Note. Scores with a frequency of zero not listed. A outpoint 
of 75% was utilized for denotation of high and low scores.
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respondent into the group showing the highest level of 
guarding behavior (n=18).
Self-Care, Depression, and Self-Guarding 
The correlations among the total scores for self-care 
actions, depression, and self-guarding are listed in Table 
9. Scatterplots which also show the correlations are shown 
in Figure 1. No correlations were significant. This is not 
what the researcher expected to find.
Cross tabulations using previously defined outpoints, 
75th percentile for self-care actions and self-guarding and 
published ones for the BDI, are shown on Table 10. All were 
not significant. Again, this was not what the researcher
expected to find.
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Correlations Among BDI, SCMP-G, and Self-care Totals
Table 9
Scale comparison n r E
BDI & SCMP-G 55 .021 .877
BDI & Self-cares 58 -.003 . 985
SCMP-G & Self-cares 59 -.003 . 980
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Figure 1. Scatterplots showing the relationships between 
study variables.
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Table 10
Cross Tabulations of BDI, SCMP-G, & Self-care
SCMP-G
Hiqh Low
Hiqh 22.2% 12.8%
n=4 n=5
BDI
Low 77.8% 87.2%
n=14
Self-care
n=34
Hiqh Low
High 13.0% 15.8%
n=3 n=6
BDI
Low 87.0% 84.2%
n=2 0
SCMP-G
n=32
High Low
High 34.8% 65.2%
n=8 n-15
Self-care
Low 27.8% 72.2%
n=10 n=2 6
Note. Percents are column percentages. x2 tests of
association were nonsignificant (x2 = .82, p < .37 for
BDI & SCMP-G; x2 = . 08, p < .77 for BDI & SC; and
x2 = .33, p < .57 for SC &: SCMP-G).
CHAPTER V
DISCUSSION
Limitations
While gathering the data included in this study, as 
well as during evaluation of the data, certain limitations 
became apparent. These limitations were focused in two 
general areas, sample limitations and limitations related to 
the tools themselves.
Sample Limitations
The subjects understanding and memory of their 
hemoglobin Ale levels (HbAlc) may have had an impact on this 
study. Hemoglobin Ale levels are an indication of the 
concentration of glucose in red blood cells over the 
preceding 12-week period. A "normal" HbAlc value is 
approximately 6%. A high risk HbAlc value is greater than 8% 
(Kolaczynski & Goldstein, 1997; North Dakota Department of 
Health, 1997).
Some persons with diabetes could live on a daily basis 
with moderately to severely elevated serum glucose levels 
which in turn could cause many of the long-term
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physiological changes that are attributed to these elevated 
levels. Just as likely is the chance that the individual 
support group participants' glucose levels remain within 
somewhat normal limits. Hemoglobin Ale levels were not 
available to collect as data for this study because access 
to medical records was not possible. Thus, the information 
referencing HgAlc levels was obtained from the answering 
participant's understanding of the question and their memory 
of what their last HgAlc was.
The sample was drawn from members of support groups. 
This could have had a major impact on the findings of this 
study. If the participants felt they were gaining support in 
the form of education, moral support, or sharing of common 
experiences and feelings, this may have had a positive 
impact on their general feelings of well-being. The argument 
could be made that members of support groups are not 
representative of the general population of persons with 
diabetes. However, they may be representative of those 
people who seek out support groups, as a subset of the 
general population of people with diabetes.
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Tool Limitations
A question contained on the Self-care Practices 
questionnaire sought information about the use of medication 
to protect the participant's kidneys. This question was 
based a recommendation by the ADA on the use of an ACE 
inhibitor, such as Lotensin, to protect the kidneys from 
damage. ACE inhibitors prevent conversion of angiotension I 
to angiotensin II (Nursing97 Books, p. 255), a potent 
vasoconstrictor, which increases blood supply to the 
vasculature of the kidneys and other organs. This may have 
been an unsuitable question to ask the typical person with 
diabetes because it requires somewhat advanced knowledge in 
regards to drug actions. This same information could have 
been sought merely by asking what medication the person took 
for blood pressure control.
The BDI contains at least three statements, and as many 
as eight, which could be answered affirmatively by persons 
with diabetes even if they were not suffering from 
depression. One example is the groups of statements related 
to changes in appetite. Changes in appetite often occur in 
persons with diabetes, sometimes on a daily basis, depending 
upon what is occurring with their diabetic condition itself.
53
The SCMP-G, Self Subscale proved to be difficult for 
participants to read. Many participants were middle-aged or 
more. The mean age was nearly 63 years old. Also, persons 
with diabetes can suffer from decreased visual acuity 
secondary to the long-term effects of the disease itself.
The questionnaire could have been more user friendly by 
increasing the font size of the type and by connecting the 
statements to the responses via a series of dots.
Suggestions for Further Research
Sample Size
The findings of this study could have been more 
generalizable with more significant findings if the sample 
size had been larger and selected at random from the general 
population of persons with diabetes instead of from support 
groups only. It would then be interesting to compare this 
group with the group contained within this study. Also, the 
researchers goal was to obtain participation from at least 
100 adults with diabetes. This proved to be impossible due 
to time constraints.
Demographic Considerations
Since the incidence of diabetes is higher in persons 
from certain ethnic backgrounds, such as Americans of Asian, 
African, Hispanic, and Native descent (Fujishima, Kiyohara,
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Kato, Ohmura, Iwamoto, Nakayama, Ohmori,& Yoshitake, 1996; 
Howard, Lee, Fabsitz, Robbins, Yeh, Cowan, & Welt, 1996; 
"Self-Reported," 1999; "Why blacks," 1997), it would be 
useful to seek participation from, persons possessing these 
backgrounds. It would also be interesting to administer the 
questionnaires in different regions of the country to see if 
there is a difference in findings between persons living in 
northern states vs southern states or between rural and 
urban inhabitants.
Recommendations
Nursing Education
The first step in caring for persons with diabetes who 
are also suffering from depression is education of 
healthcare providers. Nurses are an integral part of the 
healthcare system in this country and are often the first 
practitioner a client comes into contact with. Information 
on the prevalence of depression in persons with diabetes 
should be included in basic nursing education and also in 
continuing education offerings geared towards nurses already 
in practice. Additionally, education about what is required 
to support the effective self-care actions of persons with 
diabetes should be provided to these same nurses.
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Nursing Practice
Since nurses are often the first line of contact for 
clients with any chronic illness, care should be taken by 
them to ask questions related to how a client is feeling 
psychologically as well as physically. This is especially 
true considering the increasing number of family nurse 
practitioners in the United Stares. In-depth screening 
related to self-care behaviors should be included in 
practicing nurses' client care practices as well. This 
should be done within a team approach to care of persons 
with diabetes that includes but is not limited to nurses, 
physicians, psychologists, and dieticians. This can and is 
being done very effectively within regional diabetes care 
centers.
Further Research
Further research is definitely needed within the area 
of potential psychological implications of living with a 
chronic illness such as diabetes. Also, research into what 
effect living with a person with diabetes has on significant 
others is needed. How parents, spouses, children and friends 
feel and how they cope with the effects this chronic disease 
has on their loved one is an area that has not received much
attention.
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Summary
Separately, dia. >s and depression can have a major 
impart on the lives of people so afflicted. Each topic is 
worthy of study on its own. But when the possibility exists 
for them to exist in the same person concurrently, it 
becomes critical to examine the potential relationships 
between them. This study sought to ascertain if the 
existence of depression was elevated in a group of persons 
with diabetes who also attended support groups and how they 
coped with the many self-care activities which are 
associated with diabetes. No significant correlation was 
found between the variables of self-care activities, 
depression, and coping as measured by guarding.
APPENDIX A
INTRODUCTION LETTER
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March 2, 1999
Dear Madam or Sir:
My name is Paula Schuler-Tillmann. I am a graduate nursing 
student at the University of North Dakota College of 
Nursing in Grand Forks. As part of my graduate degree, I 
am doing a thesis study on the self-care behaviors of 
persons with diabetes and how these self-care behaviors 
may affect some people's outlook on life.
Attached to this letter are three questionnaires that I 
hope you will take about 15 minutes to fill out. Your 
participation is strictly voluntary. Please do not put 
your name anywhere on the questionnaires as your anonymity 
and privacy are of the utmost importance.
Thank-you in advance for considering to participate in 
this study.
Sincerely,
Paula Schuler-Tillmann BSN RN, C
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i
March 2, 1999 
Dear Participant:
I would like to take this opportunity to thank-you for 
your participation in my thesis study. Your willingness to 
take the time to fill out the questionnaires is very much 
appreciated.
Sometimes after people fill out health related 
questionnaires, they themselves have questions about their 
own health. If you have questions or concerns about living 
with diabetes or your own health status, please see your 
health care provider as soon as possible.
If you are unsure about where to go to get help or 
information related to diabetes, a list of resource sites 
is included in this packet.
Enclosed with this letter is some information about 
feelings that may occur when people live with diabetes. I 
hope you find it helpful.
Thank-you again for your participation.
Sincerely,
Paula Schuler-Tillmann BSN RN,C
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WHERE TO GET HELP AND INFORMATION IN NORTH DAKOTA
American Diabetes Association
Grand Forks ND 
Bismarck ND 
Internet access
(701) 746-4427 
(800) 666-6709 
(701) 258-0581
www.diabetes.org
North Dakota Department of Health
Division of Disease Control
Bismarck ND (800) 472-2180
Internet access
www.ehs.state.nd.us/ndhd/index
Altru Diabetes Center
Grand Forks ND
Molly Soeby, Coordinator (701) 780-1838
MedCenter One Diabetes Center 
Bismarck ND
Maysil Malard, Coordinator (701) 323-6378
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SELF-CARE PRACTICES
Please place (x) by appropriate answer or fill in blank where needed.
Age Gender: M F
Do you use tobacco products? Y N
If yes, do you: _ Smoke
__ Other
What type of diabetes do you have?
Type 1__Type 2 ______ Don't know
How long have you had diabetes? _______ Years
Do you take insulin? Y __ N
Do you take medication by mouth for diabetes? Y __ N
How often do you test your own blood sugar levels?
Never __ Once a month ____ Once or twice a week
1-2 times a day ___ 3-4 times a day ____ > 4 times a day
What was your last Hemoglobin Ale (HbAlc)? 
How often is your HbAlc tested? _________
Don't know 
Don't know
Do you inspect your feet every day? Y   N
Does your doctor look at your feet each visit? Y   N
Does someone take your blood pressure each visit? Y ____ N
Do you take medication for your blood pressure? Y   N
If you are over age 40, do you take an aspirin daily?Y __ N
Do you take medication to protect your kidneys? Y __ N
Do you exercise?
If yes, what do you do?
Y __ N
How often?
Which, if any, of the following do you have done every year:
Dilated eye exam ___Influenza vaccination
Microalbumin urine test __ Blood lipid levels
Complete foot exam with micro-filaments 
Self-management, goal definition
How often, if ever, do you visit a dietitian? ______________________
If you do visit a dietitian, do you follow their advice?
Y __ N __ Why or why not? ___________________________________
I
1
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SCMP-G Questionnaire 
Self-Subscale
Directions: An illness may require many changes in your life. The purpose of these questions is to find out how
different people deal with their illness. There are no right or wrong answers. For each statement, 
circle the answer that best describes your thoughts. Please answer all questions.
Strongly Strongly
Disagree______________________ Agree
l. I have made up my mind that I can control my illness 1 2 3 4 5
■}. I must do all X can to control my illness 1 2 3 4 5
1. I have to be careful with the way I live my life 1 2 3 4 5
4 . I worry that if I don't follow my treatment plan, my illness will worsen 1 2 2 4 5
5. It is hard to plan activities, because I never know whether my illness 
will keep me from doing things.
1 2 3 4 5
6 . I only think about my illness when it causes me problems 1 2 3 4 5
7. I don't think about my illness as I do daily activities 1 2 3 4 5
3. I have changed the way I live to improve my health 1 2 3 4 5
9. I can control my illness if I follow my treatment plan 1 2 3 4 5
1 0 . If I take care of myself, I can prevent further problems with my illness 1 2 3 4 5
1 1 . I check myself for signs my illness i3 changing 1 2 3 4 5
1 2 . When I make daily plans, I think about my illness 1 2 3 4 5
1 3 . I watch for signs that my illness is getting worse 1 2 3 4 5
1 4 . There is little I can do to control my illness 1 2 3 4 5
1 5 . I think about my health a great deal 1 2 3 4 5
1 6 . It is important to follow a routine so I can lead a normal life 1 2 3 4 5
n . I manage my illness by learning all I can about it 1 2 3 4 5
1 3 . I have changed the way I live so that I can control my illness 1 2 3 4 5
1 3 . My life revolves around my treatment plan 1 2 3 4 5
2 C . I must watch my health or it will get worse 1 2 3 4 5
SCMP-G Instrument was developed by Linda Corson Jones 
Copyrighted and used by permission of 
Springer Publishing Company.
All rights reserved.
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